Voluntary medical male circumcision (VMMC) prevalence in priority countries in sub-Saharan Africa, particularly among men aged ≥20 years, has not yet reached the goal of 80% coverage recommended by the World Health Organization. Determining novel strategies to increase VMMC uptake among men ≥20 years is critical to reach HIV epidemic control. We conducted a systematic review to analyze the effectiveness of economic compensation and incentives to increase VMMC uptake among older men in order to inform VMMC demand creation programs. The review included five qualitative, quantitative, and mixed methods studies published in peer reviewed journals. Data was extracted into a study summary table, and tables synthesizing study characteristics and results. Results indicate that cash reimbursements for transportation and food vouchers of small nominal amounts to partially compensate for wage loss were effective, while enrollment into lotteries offering prizes were not. Economic compensation provided a final push toward VMMC uptake for men who had already been considering undergoing circumcision. This was in settings with high circumcision prevalence brought by various VMMC demand creation strategies. Lottery prizes offered in the studies did not appear to help overcome barriers to access VMMC and qualitative evidence suggests this may partially explain why they were not effective. Economic compensation may help to increase VMMC uptake in priority countries with high circumcision prevalence when it addresses barriers to uptake. Ethical considerations, sustainability, and possible externalities should be carefully analyzed in countries considering economic compensation as an additional strategy to increase VMMC uptake.
Introduction
Three randomized controlled trials conducted in Kenya, South Africa and Uganda provided evidence that voluntary medical male circumcision (VMMC) reduces the risk of HIV transmission from women to men by approximately 60% (Auvert et al., 2005; Bailey et al., 2007; Gray et al., 2007) . In 2007, the World Health Organization (WHO) and Joint United Nations Programe on HIV/AIDS (UNAIDS) recommended that VMMC be scaled up in settings with high HIV and low male circumcision prevalence (WHO/UNAIDS, 2007) . Initial recommendations suggested that VMMC programs should target HIV-negative males aged 15-49 years as part of a public health approach (WHO/ UNAIDS, 2007) . From 2008 to 2015, approximately 11.7 million males aged ≥10 years were circumcised in 14 VMMC priority countries in sub-Saharan Africa (WHO, 2016) , representing 56% of the initial target of 20.8 million VMMCs by 2016 (WHO, 2015) . Given resource limitations and that VMMC was not a social norm in several priority countries, reaching 56% of the initial target is a substantial accomplishment.
While VMMC scale-up has been impressive, services have mostly appealed to clients aged ≤20 years, and particularly males aged 10-14 years. For example, in Iringa, Tanzania, 75.7% of VMMC clients from five health facilities during a VMMC campaign in 2010 were aged ≤19 years (Mahler et al., 2011) , in Kenya 29% of clients seeking VMMC services from 81 government health facilities were aged ≤15 years (Herman-Roloff, Llewellyn, et al., 2011) , and in Malawi, 33.8% of clients were aged 16-18 years (Carrasco, Nguyen, & Kaufman, 2016) . Mathematical modeling suggested that most VMMC programs could maximize the immediacy of impact on HIV incidence by targeting men aged 20-34 years (Kripke, Okello, et al., 2016; Kripke, Opuni, et al., 2016) instead of younger boys at lower HIV. Most countries in eastern and southern Africa have refined their VMMC demand creation targets to prioritize 15-29 year olds, while some also target adolescents (10-14 years) and adults aged 30-34 years.
In order to reach VMMC targets and achieve HIV epidemic control in the short-and mid-term, it is critical to identify evidence-based interventions to improve VMMC uptake among men aged ≥20 years. Since VMMC scale-up began, various strategies to increase uptake have been implemented across priority countries including: mass media campaigns, local community mobilization campaigns with religious leaders and other influential champions, radio programs, and dissemination of written materials about VMMC specifically focused on women to engage them in motivating male partners (Health Communication Capacity Collaborative, 2016) . These strategies were designed to convey information about VMMC, capitalize on factors promoting VMMC uptake, and address barriers identified through formative research. For adult men, such barriers include the perception of VMMC being exclusively for youth (Herman-Roloff, Otieno, Agot, Ndinya-Achola, Macintyre et al., 2014) ; a practice introduced by foreign cultures and religions (Chikutsa, Ncube, & Mutsau, 2015; Montaño, Kasprzyk, Hamilton, Tshimanga, & Gorn, 2014; Rennie, Perry, Corneli, Chilungo, & Umar, 2015) ; pain or fear of surgery (Evens et al., 2014; A. Herman-Roloff, Llewellyn, et al., 2011; Westercamp, Agot, Ndinya-Achola, & Bailey, 2012) ; and lost wages due to missed work from VMMC surgery and recovery (Evens et al., 2014; Plotkin et al., 2013; Ssekubugu et al., 2013; Westercamp et al., 2012) . The provision of economic compensation and incentives to potential VMMC clients has not been widely implemented in part due to the lack of consensus around effectiveness and the specific contexts where they may be most appropriate. The purpose of this review is to summarize the characteristics and synthesize the findings of VMMC demand creation interventions that have provided economic compensation and incentives to potential clients to facilitate or promote VMMC uptake.
Economic compensation and incentives
We defined "economic compensation" as any monetary or in-kind payments made to potential clients to encourage or facilitate access to VMMC. Such payments may reduce a perceived barrier to accessing VMMC services (i.e., providing cash with the intent to cover for transportation costs, providing food vouchers to help defray food costs in the event of lost wages). "Incentives" are defined as potential payments (i.e., the receipt of payment is not guaranteed), such as lotteries or raffles, that may motivate potential clients to access VMMC. A common characteristic to the economic compensation and incentives that were analyzed in this review is that receiving the economic compensation or incentive is conditional on accessing VMMC services, either to receive information about VMMC and/or to undergo circumcision.
The use of such conditionalities to promote uptake of health behaviors or services is not new. Conditional cash transfers (CCTs), for example, have used to provide assistance to at-risk individuals or households by providing monetary payments for adhering to behavioral goals or achieving predetermined health outcomes (Krubiner, 2015) . The effectiveness of CCTs has been tested in studies of HIV prevention (Pettifor, MacPhail, Nguyen, & Rosenberg, 2012) , child health (Fernald, Gertler, & Neufeld, 2008) , maternal health (Lim et al., 2010) , and tuberculosis control (Boccia et al., 2011) . In lieu of cash, other in-kind transfers such as food vouchers or lotteries have also been used in health programs (USAID, 2010) .
Various studies have documented a positive impact of CCTs on health (Gaarder, Glassman, & Todd, 2010; Lagarde, Haines, & Palmer, 2007) . CCTs, however, have not always been effective in achieving specific health outcomes like HIV prevention (Kohler & Thornton, 2012) , and the evidence of CCTs promoting positive health behaviors and outcomes is mixed in the sub-Saharan African context (USAID, 2010) . For example, a randomized controlled trial (RCT) in Malawi found that cash transfers increased school attendance and reduced HIV and HSV-2 incidence (Baird, Garfein, McIntosh, & Özler, 2012) , while a RCT in South Africa found that cash transfers did not increase school attendance or reduce HIV or HSV-2 incidence (Pettifor et al., 2016) . In addition to the limited evidence, other important challenges to using incentives in health programing include ethical considerations related to unduly influencing clients, sustainability considerations, undermining patients' responsibility for their own health, and perceptions of donor paternalism (USAID, 2010).
Methods

Search strategy and inclusion criteria
We followed the PRISMA protocol to conduct our systematic review (Moher, Liberati, Tetzlaff, Altman, & Group, 2009 ). We performed a search of the peerreviewed literature using PubMed, Web of Science, Scopus, and PsycINFO databases. We searched these databases using the keywords "voluntary medical male circumcision" AND ("incentive" OR "payment") in any field of the database. For the manual search, we reviewed references of relevant peer-reviewed articles and consulted with VMMC experts.
To be included in this review, the studies had to meet the following criteria:
(1) Published in a peer-reviewed journal;
(2) Analyzed data from impact evaluations on the effect of incentives provided to potential clients of VMMC services; (3) Included data from one or more of the 14 VMMC priority countries in sub-Saharan Africa; (4) Written in English.
Study selection
The original database search was performed on August 2016 and yielded 15 manuscripts. Four manuscripts were added through searching reference lists. Additionally, experts recommended 10 impact evaluations of potentially relevant VMMC demand creation interventions, which were added to our original list for a total of 14 articles found manually and from expert consultation. Figure 1 displays the PRISMA flowchart of the selection process for the studies included. Eighteen articles were excluded as duplicates or because they did not meet the inclusion criteria based on title and/or abstract, leaving 11 articles for full-text review. All fulltext articles were reviewed and 6 studies not meeting inclusion criteria (e.g., article on barriers to VMMC access, VMMC demand creation strategies not including incentives) were eliminated.
We assessed the risk for bias of the quantitative studies following the Guide to Community Preventive Services' methods for assessing the quality of studies in systematic reviews (The Guide to Community Preventive Services., 2014). Studies were defined as "good" if they had zero or one limitation, "fair" if they had 2-4 limitations, and were excluded if they had 5 or more limitations (The Guide to Community Preventive Services., 2014). The qualitative study included in this review was assessed for bias using an 8-item adapted questionnaire (Blaxter, 1996) . The qualitative and quantitative arms of the mixed methods studies included in this review were assessed using the relevant methods indicated above for qualitative and quantitative arms. No articles were excluded due to bias. Table 1 summarizes the five articles included in this review. 
Data extraction and management
All studies were coded independently and reviewed for accuracy by two co-authors. The following information was gathered from each study:
. Study identification: Author(s); publication year . Study description: Location, target population; study description; type of incentive; study type; study design; sample size; methods; length of the study; and results.
Results Table 2 summarizes the study characteristics. Studies took place in Kenya (Evens et al., 2016; H. Thirumurthy et al., 2014) , Tanzania (Bazant et al., 2016) , and South Africa (Wilson, Frade, Rech, & Friedman, 2016) , representing three of the 14 priority countries. The studies included men aged ≥20 years, but the age ranges varied ( Table 1 ). The economic compensation and incentives provided to males included food vouchers of various nominal amounts (H. Thirumurthy et al., 2016; H. Thirumurthy et al., 2014) , the opportunity to win prizes in a lottery (Bazant et al., 2016; , and cash for transportation reimbursement (Wilson et al., 2016) ]. Three articles presented quantitative data (H. Thirumurthy et al., 2016; H. Thirumurthy et al., 2014; Wilson et al., 2016) , one used mixed methods (Bazant et al., 2016) , and one presented qualitative data (Evens et al., 2016) (sub-study of one of the quantitative studies (H. Thirumurthy et al., 2016) ). One of the two studies in Kenya had four arms: a control arm receiving no economic compensation and three arms receiving food vouchers valued at $2.50, $8.75, and $15 (H. Thirumurthy et al., 2014) . The economic compensation was provided to 1,502 VMMC clients aged 25-49 years living in three districts in Nyanza region, and accessing services over a 9-month period; and the outcome of interest was VMMC uptake within 2 months of enrollment. The second study conducted in Kenya enrolled 903 participants living in Nyando District in the Nyanza region in three arms: a control arm receiving a 50 Kenya Shillings (KES) (approximately US $0.60) compensation, a fixed compensation group receiving a food voucher worth | KES 1,000 (approximately US $12.50), and a third arm eligible to participate in a lottery incentive where they could win a bicycle or a smartphone (worth KES 9500, or approximately US $120), or a mobile phone or a pair of shoes (worth KES 3600, or approximately US $45). Those who did not win the main prizes would receive a food voucher worth KES 200 (US $2.50) (H. Thirumurthy et al., 2016) . The primary outcome of interest was circumcision uptake within three months (H. Thirumurthy et al., 2016) . Mean participant wealth, measured with an index of 11 items, was low and similar among the samples in both studies, while median daily earnings were lower among the men participating in the study conducted only in Nyando District (3.8) (H. Thirumurthy et al., 2016) , compared to the study conducted in three districts (5.0) (H. Thirumurthy et al., 2014) . Another study included in this review investigated the effect of a lottery incentive raffling a smart phone on VMMC uptake among clients was conducted among 388 men in Tanzania over 3 months (Bazant et al., 2016) . The final study included in this review involved the distribution of 4,000 postcards with 4 different offers for attendance at a VMMC session in South Africa. Refreshments were offered to all potential clients and subsets were also offered: economic compensation in the form of a CCT of R100 (approximately US $10) as a transportation reimbursement; information on a possible benefit of VMMC (i.e., possible partner preference); or a challenge message (i.e., Are you tough enough?) (Wilson et al., 2016) . Table 2 summarizes study design and results for the quantitative studies and the quantitative arm of the mixed methods study. The two studies in Kenya concluded that food vouchers may effectively increase VMMC uptake (H. Thirumurthy et al., 2016; H. Thirumurthy et al., 2014) . The study comparing various amounts of economic compensation found a moderate effect in uptake of the $8.75 and $15.00 vouchers (6.6%; Confidence Interval [CI]= 4.3%-9.5%, and 9.0%; CI = 6.3%-12.4%, respectively) (H. Thirumurthy et al., 2014) . There was no statistically significant difference between the effect of these food vouchers, indicating that increasing the value from $8.75 to $15 did not significantly increase the effect (H. Thirumurthy et al., 2014) . The other more recent study conducted in Kenya found that the group receiving a $12.50 food voucher had statistically significant higher circumcision uptake compared to the control group (Adjusted Odds Ratio [AOR] = 7.1, CI: 2.4 to 20.8) while the lottery-based group did not (AOR = 2.5, CI: 0.8 to 8.1) (H. Thirumurthy et al., 2016) . The lottery-based study in Tanzania also did not find a statistically significant effect on uptake (Bazant et al., 2016) . This study found that VMMC uptake compared to the same month in the previous year was higher in the intervention (47%) than the control group (8%), but the increase in each group was not statistically significant after controlling for clustering, and the changes were not statistically different (Bazant et al., 2016) . Finally, the study providing transportation reimbursement in Soweto, South Africa, found that the group offered $10 transportation reimbursement had higher odds of accessing VMMC (Odds ratio [OR] = 5.30, Confidence interval Participants in the $15.00 group were significantly more likely to get circumcised within 2 months (AOR, 6.2; 95% CI, 2.6-15) compared to the control group. Similarly, participants in the US $8.75 group were also significantly more likely to uptake VMMC (AOR, 4.3; 95% CI, 1.7-10.7). Finally, the economic compensation had no effect on VMMC uptake in the US $2.50 group, compared to the control group (OR, 1.2; 95% CI, 0.4-3.5). The effect sizes of the US $8.75 and US $15.00 groups did not differ significantly (P = 0.21), indicating that the higher level of economic compensation was not more attractive. Bazant et al. (2016) 388 uncircumcised adult men who accessed VMMC services in target facilities in Tanzania
Randomized evaluation using mixed (quantitative and qualitative) methods
The number of VMMCs among men aged 20 years and older during the study period for each site and study group
(1) Control sites: Clients were registered for VMMC and received group educational messages on VMMC. After receiving the procedure, the data are captured and the study team recruited some participants for focus groups.
(2) Intervention sites: Clients were registered for VMMC and received group educational messages on VMMC. After receiving the procedure, study staff introduced the study and raffle to each client. On the client's return visit, if consented for the raffle, he was entered into the raffle joiners log. The study team then recruited some participants for focus groups and follow-up interviews. Raffle occurred once per week for clients and once per month for peer promoters and health providers.
There was a 47% increase in clients who accessed VMMC in the intervention facilities (compared to the previous year) (264 vs. 388) and 8% increase (257 vs. 278) in the control group, respectively. Comparisons of VMMC increases across the two periods, however, were not significantly different. Multivariate analysis indicated that the matched pairs were not statistically different. Subgroup analysis indicated that there was a significant increase in VMMCs (compared to a previous year) in the intervention group in Iringa (exponentiated coefficient 3.36, p < 0.028) and in the control group (exponentiated coefficient 1.63, p < 0.01).
Wilson et al.
4,000 postcards distributed (divided into 4 study arms of equal size). 74 postcards returned by men seeking VMMC counseling.
Randomized experiment with 4,000 postcard recipients in Soweto (Johannesburg), South Africa.
(1) Calling or texting the VMMC hotline, (2) completing the counseling session, and (3) completing the VMMC procedure.
Examined differences in uptake of several decisions in the VMMC cascade between the control arm and each of several intervention arms using logistic regression. All postcards offered basic information about the HIV riskreduction benefits of circumcision and clinic hours, and an offer of refreshments for male respondents, aged 18 years and older, who participated in a VMMC consultation. Subsets of these were also offered economic compensation in the form of a conditional cash transfer (i.e., R100, approximately US $10.00), information on a possibly previously unknown benefit of VMMC (i.e., possible partner preference), or a challenge message (i.e., "Are you tough enough?").
The economic compensation group (offered US $10.00) and the group challenged with "Are you tough enough?" had significantly higher uptake of the VMMC procedure compared to the control group [(OR), 5.30 (CI: 2.20 to 12.76) and 2.70 (CI: 1.05 to 6.91)]. The economic compensation group also had significantly higher uptake of the VMMC counseling session than did the control group [OR 3.76 (CI: 1.79 to 7.89)]. There was no significantly different uptake of either the VMMC counseling session or the procedure in the partner preference information group compared with the control group. Finally, there was no significantly higher use of the VMMC nurse hotline in any intervention group compared with the control group. [CI] = 2.20 to 12.76) compared to the control group; as did the group challenged with "Are you tough enough?" compared to the control group (OR = 2.70, CI = 1.05 to 6.91) (Wilson et al., 2016) . The analysis did not reveal higher uptake of the VMMC nurse hotline when comparing each of the intervention groups to the control group. Also, when comparing the partner preferences group with the control group, the results do not indicate a statistically significant increase in uptake of the counseling sessions or the VMMC nurse hotline. Table 3 summarizes the results of the qualitative study and the qualitative arm of the mixed methods study. The qualitative portion of the lottery incentive study conducted in Tanzania entailed six focus group discussions with peer promoters at both intervention and control sites with representation from each region (with a total of 32 peer promoters), and six focus groups with clients (with a total of 40 VMMC clients) who returned for follow-up within 7 days of VMMC (Bazant et al., 2016) . Clients suggested that economic compensation would be preferable to a raffle incentive, and the phone (as a prize) was found undesirable by all participants. Some men suggested that receiving free, highquality VMMC services was incentive enough.
Furthermore, some were suspicious about reasons why they were entered into a raffle incentive to win a phone in addition to receiving free medical services.
The qualitative study of the food voucher study conducted in Kenya revealed that economic compensation promoted circumcision uptake by addressing lost wages during and after VMMC (Evens et al., 2016) . Participants who became circumcised fit into one of the following categories: (1) those for whom the offer of food vouchers was highly influential as it addressed financial concerns, (2) those who said that they had already decided to get circumcised before the intervention but that the offer of the food voucher made it easier to go, and (3) those who said they were motivated to access VMMC by conversations with the study staff and the information received about VMMC. Participants who did not get circumcised perceived the economic compensation amounts to be insufficient or reported having nonfinancial barriers, such as fear of pain. No participants perceived the amount of compensation to be coercive. All indicated that the compensation amounts were either too little or the right amount. The vast majority of partners of both circumcised and uncircumcised participants were supportive of their partners getting circumcised (Evens et al., 2016) . Follow-up interviews Interviews revealed that economic compensation promoted VMMC uptake by addressing lost wages during and after the circumcision procedure. Participants who became circumcised fit into one of 3 main categories: (1) those for whom the offer of food vouchers was highly influential in their decision because it addressed their financial concerns, (2) those who said that they had already decided to get circumcised before the intervention but the offer of the food voucher made it easier to go, and (3) those who said they were motivated to access VMMC by conversations with the study staff and the information received about VMMC. Participants who did not get circumcised perceived the economic compensation amounts to be insufficient or reported having nonfinancial barriers that were not addressed by the intervention, such as fear of pain. The vast majority of partners of both circumcised and uncircumcised participants were supportive of their partners getting circumcised. No participants perceived the amount of economic compensation to be so high that they could not turn it down. All indicated that the economic compensation amounts were either too little or the right amount. Bazant et al. (2016) 32 peer promoters, 40 VMMC clients who returned for follow-up within 7 days 6 focus groups with clients and 6 with peer promoters at both intervention and control sites with representation from each region (with a total of 32 peer promoters). Forty VMMC clients who returned for follow-up within 7 days of VMMC participated in focus group discussions of up to 8 participants each.
Clients suggested that economic compensation for all clients would be preferable to an incentive in the form of a raffle, and the phone was found not to be desirable by all participants. Economic compensation in the form of cash was recommended. Some men suggested that receiving free good-quality services was sufficient. Furthermore, a few participants were suspicious about the reasons why they were receiving free services, free medication and, in addition, some were also receiving a phone.
The studies addressed ethical considerations to varying degrees. One qualitative study included in this review investigated the possibility of undue influence (to obtain compliance through inappropriate reward or other overture) and found that the economic compensation offered was considered to be the right amount or low (Evens et al., 2016) . Other studies integrated ethical considerations in the design of the economic compensation. For example, in the study providing transportation reimbursement in Soweto, South Africa, researchers avoided any potential ethical challenges by offering economic compensation that was contingent on accessing an information session rather than getting circumcised (Wilson et al., 2016) . In the food voucher study conducted in Kenya, the largest food voucher amount offered was comparable to likely costs associated with circumcision (H. Thirumurthy et al., 2014) . Ethical considerations and coercion were explicitly mentioned in one study conducted in Kenya, which indicated that no participants were circumcised during the study period who had previously expressed no interest in VMMC (H. Thirumurthy et al., 2016) . Thus, the research indicates that economic compensation and incentives did not unduly influence participants, but it likely encouraged those who were already considering VMMC (H. Thirumurthy et al., 2016) .
Discussion
The results indicate that there is a paucity of evidence about the effect of various types of economic compensation and incentives for clients on increasing VMMC uptake. We only found five relevant studies, and four of them were conducted in Kenya and Tanzania, where uptake of VMMC in various regions is close to reaching the 80% target set in 2011 (WHO, 2015) . Given the success of VMMC scale-up in these two countries, the conclusions from the studies might not be generalizable to settings with lower VMMC prevalence (Carrasco & Wilkinson, 2016) . It is possible that once a certain threshold of VMMC coverage has been reached, economic compensation and incentives can help encourage men who have not yet undergone male circumcision to access VMMC services. This might be due to addressing financial barriers and lost wages, or providing additional encouragement to access VMMC services among late adopters. Indeed, economic compensation and incentives may prove to be most cost-effective in contexts where a certain VMMC threshold has been reached to ensure that the economic compensation and incentives are targeted to those who would not have accessed the service otherwise. Further research is needed to better understand the effect of economic compensation and incentives in countries with suboptimal VMMC uptake, especially among men at different stages of readiness for VMMC and of different ages.
An important consideration is that the economic compensation and incentives provided in these studies included were not provided in a vacuum but in environments where participants likely had access to information about VMMC prior to the studies. Indeed, there have been significant demand creation efforts in the VMMC priority countries using communications strategies such as community mobilization through interpersonal communications and radio spots. In such settings, the results indicate that economic compensation in the form of cash and food vouchers of small nominal amounts may effectively increase VMMC demand, while incentives in the form of lotteries do not. Furthermore, qualitative evidence indicated that potential VMMC clients prefer cash transfers rather than lotteries. These results highlight the importance of thorough formative research to determine if compensation or incentives would be attractive to the target population in a particular context. Additionally, given the potential for unduly influencing clients into accessing VMMC, these studies highlight the importance of setting the value of economic compensation and incentives at an amount that is attractive enough to motivate those who are seriously contemplating VMMC but does not unduly influence clients. Furthermore, given the potential for misuse, researchers and practitioners could turn to existing models to assess the ethics of applying strategies that include economic compensation and incentives. Grant and Sugarman (2004) proposed five conditions to assess if the use of economic compensation and incentives in research is unethical (Grant & Sugarman, 2004) . These included situations in which (1) the participant was in a dependent relationship with the researcher, (2) the risks of the intervention were high, (3) the research was degrading, (4) the participant would only consent if the economic compensation or incentive was relatively large because the participant's aversion to the study was strong, and (5) the participant's aversion is based on his/her principles (Grant & Sugarman, 2004) . While this framework is useful, it applies to research and not to the uptake of free, voluntary services, as is the case with VMMC. Krubiner (2015) provides a framework to assess the ethics of a conditional cash transfers for programs through assessing, refining, and re-evaluating the program conditionalities during the design, implementation, and adjustment of the program (Krubiner, 2015) . Indeed, if economic compensation or incentives are used, they should be designed following a systematic process to determine type, amount, and to ensure they are appropriate to the local context.
In addition to ethical considerations, sustainability is another practical consideration that should be considered when including economic compensation or incentives as part of strategies to increase VMMC uptake. While VMMC services have primarily been funded by donors such as PEPFAR and the World Bank, the provision of services will likely be transferred to country governments that may not support economic compensation or incentives. However, it is possible that once VMMC prevalence has reached the 80% saturation goal in priority age groups and VMMC has become a social norm, maintenance of VMMC prevalence among boys and infants may not require the use of economic compensation or incentives. Taking sustainability considerations into account, it would be prudent to involve the local Ministry of Health coordinating VMMC services in deliberations about the introducing economic compensation or incentives. One consideration is that smaller amounts are likely to be more sustainable and cause less disruption if discontinued.
Finally, it is important to monitor any negative effects that may be caused by economic compensation or incentives. For example, it is possible that economic compensation or incentives for particular age groups could create a disincentive for men in younger age groups from accessing VMMC, as they may prefer to postpone circumcision in order to be eligible to receive the economic compensation or incentive. Additionally, if not implemented carefully, economic compensation and incentives could change dynamics around personal responsibility for one's health and create an expectation for remuneration for other health services. This emphasizes the importance of setting an amount for economic compensation and incentives that is not too high, to avoid creating counterproductive externalities.
